Carotid artery stenosis is usually a consequence of thromboembolism or atheroembolism, or it can be secondary to a low-velocity status in the carotid circulation. This disease can also represent an important cause of stroke, being responsible for 7% of all stroke cases. Endovascular techniques were recently proposed as alternative interventions for patients with high risk for endarterectomy. We present the case of a 70-year-old patient, accusing headache, vertigo, and fatigue. Angiography indicated bilateral carotid artery stenosis. Interventional surgery and angioplasty were performed, crossing the stenotic lesions of the left internal carotid artery, followed by the implantation of a Carotid WALLSTENT endoprosthesis. Evolution of the patient was favorable after the endovascular intervention, with significant improvement of the symptoms caused by bilateral carotid stenosis. As a conclusion, decision-making must be modulated in each patient, according to the patient's anatomy and comorbidities, and the experience of the team performing the procedure.
InTROduCTIOn
Carotid artery stenosis is a consequence of thromboembolism or atheroembolism, or it can be secondary to a low-velocity status in the carotid circulation. 1 It also represents an important cause of stroke, being responsible for 7% of all stroke cases. 2 Carotid endarterectomy is recommended for most symptomatic patients having a 50% to 99% internal carotid artery stenosis, as well as for patients with 60% to 99% asymptomatic internal carotid artery stenosis, with a death rate and perioperative stroke rate lower than 3%. Carotid artery stenting should be considered in case of symptomatic patients with a 50% to 99% internal carotid artery stenosis, restenosis after carotid endarterectomy, and medical or anatomic contraindications for surgery. 1 The Stenting and Angioplasty with Protection in Patients at High Risk for Endarterectomy (SAPPHIRE) trial is a multicenter, randomized trial that compared carotid artery stenting versus carotid endarterectomy in patients with 50% to 80% asymptomatic carotid artery stenosis. The results of the trial suggest that endovascular techniques can be initiated as alternative therapy for patients with high risk for endarterectomy. 3 
CASE REPORT
We present the case of a 70-year-old patient, with a history of hypertension, chronic ischemic heart disease, mixed hyperlipidemia, NYHA II (New York Heart Association functional classification) congestive heart failure, and two surgical interventions: endarterectomy at the common carotid artery and left internal carotid artery, and endarterectomy at the common carotid artery and right internal carotid artery.
The patient presented to the Vascular Surgery Department accusing headache, vertigo, and fatigue.
Angiography indicated bilateral carotid artery stenosis (70% at the terminal common carotid artery and right internal carotid artery and at the terminal common carotid artery and left internal carotid artery) ( Figure 1) .
Interventional surgery and angioplasty were performed, crossing the stenotic lesions of the carotid artery and the left internal carotid artery, followed by the implantation of a 6 × 20 mm Carotid WALLSTENT endoprosthesis at a pressure of 6 atmospheres. The control injection revealed a good position of the stent in the arterial wall, complete recanalization of the segments approached, and a good angiographic flow without residual stenosis (Figure 2) .
Evolution of the patient was favorable after the endovascular intervention, with significant improvement of the symptoms caused by bilateral carotid stenosis.
The patient agreed to the publication of his data, and the manuscript was written according to the ethical principles stated in the Declaration of Helsinki.
dISCuSSIOn
Carotid revascularization interventions (endarterectomy, carotid angioplasty, and stenting) are used for the treatment of symptomatic and asymptomatic carotid stenosis. 4, 5 According to American Neurology Academy guidelines and the Asymptomatic Carotid Atherosclerosis Study (ACAS)6, endarterectomy is recommended for patients diagnosed with asymptomatic carotid stenosis, aged between 40-75 years, who have a life expectancy of at least 5 years after the surgical intervention. 2, 7 The CREST trial 8 has demonstrated the presence of increased risk of myocardial infarction in patients who had endarterectomy, due to increased myocardial stress during the surgical intervention.
Regarding patients who have been treated with endovascular technique, an increased risk of stroke was re- ported only in those over the age of 70 years, due to the increase in access vascular tortuosity. 7 Recommendation criteria for performing stenting according to the NASCET 9 and SAPPHIRE 3 trials are: restenosis after endarterectomy, occlusion of contralateral internal carotid artery, the presence of severe cardiopulmonary pathology, and patients at high surgical risk.
In our case, the patient reported the presence of symptomatic carotid stenosis (70 % at the terminal common carotid artery and right internal carotid artery and at the terminal common carotid artery and left internal carotid artery), associated cardiac pathology, restenosis after two endarterectomy interventions, and the presence of high surgical risk.
The decision for carotid artery stenting was taken in order to avoid the complications usually related to carotid endarterectomy. We performed the endovascular intervention only on the left carotid artery, because it is contraindicated to perform a bilateral intervention during the same procedure due to the high death rate and intraoperative or postoperative strokes.
The procedure was successful and reduced the symptoms related to carotid stenosis. The quality of life of our patient has improved, and another procedure on the right carotid artery will be performed only if the stenosis at this level will progress to at least 70%, or if the patient will become symptomatic.
The particularity of our case is represented by the disappearance of carotid artery stenosis symptomatology after two carotid endarterectomy interventions followed by an endovascular procedure.
COnCLuSIOn
In complex carotid stenosis, the decision-making algorithm should be personalized for each patient, taking into consideration the carotid anatomy, the associated comorbidities, and, last but not least, the endovascular experience of the team performing the procedure.
